The familial occurrence of brain tumours is extremely rare except for neurofibromas in von Recklinghausen's disease and cerebellar haemangioblastomas in Lindau's disease. There have been rare instances of intracranial gliomas, including astrocytomas, medulloblastomas, and oligodendrogliomas, occurring in two or more members of the same family (Munslow and Hill, 1955;  Kjellin, Muuller, and Astrbm, 1960; Leavitt, 1928; and Parkinson and Hall, 1962 (1938) , and the occurrence of this combination in a father and daughter was reported by Davidoff and Martin (1955) . Ectors and van Bogaert (1953) reported the removal of meningiomas from the occipital region of a brother and sister, and were later able to find clinical evidence of multiple neurofibromatosis. Patterson and Anderson (1940) operated on a supratentorial angioblastic meningioma in one member of a family whose brother and father had cerebellar haemangioblastomas. Wolf and Cowen (1936) , in a review of six cases of angioblastic meningioma, suggest that possibly these may not be of meningeal but of vascular origin, and discuss the possibility that they may be related to the cerebellar haemangioblastomas seen in Lindau's disease. This view is buttressed by the case report of Rochat (1931) describing a supratentorial haemangioblastoma in one member of a family with well-established Lindau's disease. Thus, the familial meningiomas reported in Lindau's disease may not be of meningeal origin.
The only instances, to our knowledge, of the familial occurrence of meningiomas without evidence of neurofibromatosis or Lindau's disease were those reported by Gaist and Piazza (1959) in a brother and sister, and a report by us (Joynt and Perret, 1961) The necropsy findings were not remarkable except for the brain. There was an encapsulated tumour 6-7 cm. in diameter located under the left frontal lobe, firmly attached to the dura. The tumour compressed but did not invade the frontal lobe. It was described as 'pink-grey' in colour and 'rubbery' in consistency. The central portion of the tumour was soft and haemorrhagic. There was an extensive pontine haemorrhage.
Microscopic sections (Fig. 1) frequent areas of whorl formation. The nuclei were round to elongated with vesicular nucleoplasm and small nucleoli. There were no psammoma bodies, and no calcification. There was no evidence of sarcomatous change. The impression was meningothelial meningioma.
CASE 2 The daughter of case 1, a 36-year-old white woman, was seen at the University Hospital for intermittent headaches for two years. They were most severe in the morning and were occasionally accompanied by nausea and vomiting. She also noted that a 'strange' taste accompanied the headaches. For one year before her admission she had increasing difficulty with her vision She had five children, and her periods were regular. On examination she had high grade papilloedema and hyperactive deep tendon reflexes. There was anosmia on the right side.
The radiographic findings showed enlargement of the sella turcica with demineralization of posterior clinoid processes suggesting increased intracranial pressure.
The right carotid angiogram was abnormal with displacement of the anterior cerebral to the left of the midline and showed a venous tumour stain deep in the right anterior fossa.
At operation, a hard, nodular, encapsulated tumour was located under the right frontal lobe arising from the olfactory groove. The tumour was large, extending to the anterior tip of the anterior fossa, back to the sphenoid ridge, and medially beneath the falx.
The patient made an excellent recovery and was asymptomatic six months after the operation.
Microscopic sections (Fig. 2) 
